Country Operational Plan

COP 2020

Strategic Direction Summary

March 23, 2020



P

4AAT A T &£ #1171 O0A1T 60

1.0 Goal Statement

2.0 Epidemic, Response, and Update s to Program Context
2.1 Summary statistics, disease burdepand country profile
2.2 New Activities and Areas of Focus for COP20, Including Focus on Client Retention
2.3 Investment profile
2.4 National sustainability profile update
2.5 Alignment of PEPFAR investments geogaphically to disease burden
2.6 Stakeholder engagement

3.0 Geographic and population prioritization

4.0 Client -centered Program Activities for Epidemic Control
4.1 Finding the missing, getting them on treatment
4.2 Retaining clients on treatment and ensuring viral suppression
4.3 Prevention, specifically detailing programs for priority programming
4.4 Commodities
4.5 Collaboration, Integration, and Monitoring
4.6 Targets for scaleup locations and populations
4.7 Viral Load and Early Infant Diagnosis Optimization

5.0 Program Support Necessary to Achieve Sustained Epidemic Control
6.0 USG Management, Operations and Staffing Plan to Achieve Stated Goals

Appendix A - Prioritization
Appendix B - Budget Profile and Resource Projections
Appendix C - Tables and Systems Investments for Section 6.0

Appendix D z Minimum Program Requirements

2|Page



~ ~

Y81 AT 3 0AO0AI AT O

4EA 5838 0OAOEAAT 060 wi AOCAT AU 01 AT &I O !')$3 2A1 E
Government of Rwanda (GOR), including senior leadership at the Ministry of Health (MOH), to
develop2 x AT AAGO #1 O1 OOU / PAOAOCETT AT o1 AT £ O al al T&EC
minimum program requirements and policies will be fully achieved prior to the end of COP 2019.

In COP20,the PEPFAR Rwanda Program will maintain the paradigm shift from C® 2019 to
sustain epidemic control. The results of the Rwanda Population Based HIV Impact Assessment
(RPHIA) show that Rwanda is close to achieving HIV epidemic control in reaching the second and
third pillars of the Joint United Nations Programme on HIV/ AIDS (UNAIDS) 9595-95 goals
nationally.1 COP20builds on the results of the RPHIA; while looking at gaps in viral load(VL)
suppression among all age bands, sexes, and geographic units; and incorporates a strategy of
maintaining epidemic control within a Il interventions and initiatives.

At the site-level, COP20slightly expands case finding strategies from COP2019, PEPFAR wiill
support case finding in key modalities including ANC, index testing, key and priority populations.
PEPFAR will continue to support enhanced active case finding through improved index testing
services, including partner notification and family testing for all PLHIV, with strategic use of
point -of-care (POC) recency testing and casdased surveillance (CBS) to identify pockets of
adive transmission. PEPFAR will also support Early Infant Diagnosis (EID) and community
testing of key populations (female sex workers[FSWs], their clients, and men who have sex with
men [MSM]), with additional prevention services targeting at-risk and under-reached populations
of adolescents and young adults through the Orphans and Vulnerable Children (OVC) and
Determined Resilient Empowered AIDSFree Mentored and Safe (DREAMS) programs, and
expanded Voluntary Medical Male Circumcision (VMMC) services. COR20 will continue to
support the strategic shift implemented in COP2019 to limited case finding focused on at risk
populations.

PEPFAR will also invest in improved HIV treatment, retention, and drug adherence to support 1)
continued implementation of catch up plan into COP20 to achieve targets for provisionof
Tuberculosis Preventive Therapy (TPT) to all people living with HIV (PLHIV), 2) transition of all
eligible PLHIV to tenofovir/lamivudine/dolutegravir (TLD), including opt -in for women of child
bearing age, 3) continued rollout to six-months multi -month prescribing and dispensing
depending on beneficiaries assessment results, and 4) interventions to improve VL coverage and
VL suppression with a focus on adolescents and young adults.

COP20investments reflect support to direct service deliveryand central and site-level systems

ET OAOOI AT 6O O1 OOPPI OO -/ (60 POAIT EA EAAI OE AADPAAE
includes maintenance investments in active CBS with the development of a national Unique

Patient Identifier (UPID), a high -performing index testing system, and enhanced Laboratory

Information System (LIS) and Supply Chain Information System (eLMS), the human resources

for health (HRH) e-Learning System and a Continuous Quality Improvement sgtem (CQI). All

central level systems investments will support improvements in sitelevel patient diagnosis and

treatment and enhance monitoring of the performance of the national HIV program.

1RPHIA, 2019
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In addition, moving forward in COP20PEPFARcontinuesto support long-term financial
OOOOAET AAEI EOU T AEAAOEOAOG AU OO0ODPDPI OOET ¢ OEA '/1260
Procurement Division (MPPD) to a parastatal organization, the Rwanda Medical Services, Ltd.

(RMS). COP20continues to support RMSwith 40-50% of all antiretrovirals (ARVs)going to RMS

with PEPFAR providing budgetary support.

In COP20,PEPFARcontinues to increase its funding to local and indigenous organizations in
Rwanda from 73% in COP 2A.9to 84% in COP20,not inclusive of the cost of doing business.
PEPFAR is committed to supporting local and indigenous organization control of the HIV/AIDS
response in Rwanda.

B MPDEAAI EAhRh 2A0PT 1T OAh AT A 00T C

2.1Summary statistics, disease burden and countryprofile

2xAT AAGO ai Ya #A1 00O OAPI OOAA A PIiBOI ACEIT T A& YIih
annual population growth rate of 2.6%.2 Projection from the 2012 census estimates the 2020

population at 12,663112. HIV prevalence has remained stable at 3% for adults since 2005 and in

2020 there are estimated 227,904 people living with HIV (PLHIV) in Rwanda. According to

RPHIA, for adults 1564 years old prevalence among women is3.7% as compared to 2.2%raong

men. Prevalence of HIV among adolescents 104 years was 0.4%, corresponding to approximately

5,900 young adolescents living with HIV in Rwanda. The estimated annual incidence of HIV

among adults 1564 in Rwanda is 0.08%, representing approximately 300 new cases of HIV

among adults per year.

As of December 2019, Rwanda had 198,658 PLHIV on ART nationally, an increase from 190,477
PLHIV on ART in 2018. At the end of 2019, ART coverage for all estimated PLHIV nationally was
87.2%s Loss to follow-up has historically been very low, at approximately 0.2% in PEPFAR
supported sites and 0.6% nationally according to data from the national reporting system,
Rwanda Health Management Information System (RHMIS)s

Prevalence ofcommunity viral load suppression (VLS) among all HI\(positive adults 1564 years

old was 76% according to RPHIA, with 79% VLS among women and 71% VLS among men. Among
women living with HIV, the prevalence of viral load suppression was found to be highest among
women 3544 (85.2%) and lowest among women aged 14 years (62.3%). Among men living with
HIV, the prevalence of viral load suppression was found to be highest among men aged &1
(84.9%) and lowest in men aged 2834 (45.9%)7

2 National Institute of Statistics of Rwanda.Fourth Population andHousing Censug 2012Kigali, Rwanda: January 2014.
3 Ibid.

4 HIV prevalence was 3.0% for the 20052010 and 2015 Demographic and Health Surveys (DH$ well as RPHIA 2019;
National PLHIV estimates are from the 2020 EPP Spectrum estimates

5 RHMIS 2020; EPPSpectrum Estimates, 2020

6 DATIM 2019; RHMIS 2019

7 RPHIA 2019; Note that estimates of prevalere of VLS among men were based on a small number of observations and
should be interpreted with caution
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http://www.statistics.gov.rw/publication/rphc4-population-projections

The data from RPHIA, along with regularly monitored program data, are being used to actively
target interventions and further improve viral suppression in geographic regions and facilities
that are encountering challenges.

Across the country, the selfreported prevalence of medical mde circumcision among men aged
1564 was 39.9%, ranging from 30.2% in the South to 62.1% in the City of Kigali. Prevalence of self
reported MMC was highest among men aged 224 (56.6%) and lowest among older men aged 60
64 years (10.2%.

Donor funding t o the national HIV program has decreased in the past years, a fivgear trend that

EO AGDbAAOAA O Al 1 OET OAS 2 x AT A A B3RO rads 157A0OET T Al
AAAT OAET ¢ O 5.3080 ( Oi AT 10 Sidgniidant linancid baderyrémaiA @ ET 4l
to achieve a sustained domestically funded HIV response in the near future. However, the GOR

has committed (through MOH and the Ministry of Economics and Finance) to work together with

the U.S. Government (through PEPFAR agencies and Tasury) to increase domestic investment

in the national HIV/AIDS response, which is a priority in the current COP and will continue into

COP 2020.

2xAT AAGO ()6 APEAAT EA EO CAT AOAI EUAAh xEOE EECGCEAO
urban prevalence of 4.8%, compared to a 2.5% rural prevalenca.Women have a higher HIV

prevalence than men in general (3.7% vs. 2.2% nationally). For men and women aged-2@, HIV

prevalence is three times higher among women (1.8%) than men in the same age group (0.6%

Sixty-five percent of transmission is estimated to be in stable heterosexual relationships, while

20% of new infections are attributed to sex workers, their clients and their partnersis FSWs have

an estimated HIV prevalence of 45.8%swhile MSM are estimated to have a 9.2% prevalence in

Kigali.1s

8 RPHIA, 2019

9208, World Bank.

10United National De velopment Programme, 2019 Human Develpment Index Ranking

11RPHIA, 2019

121bid.

13UNAIDS Modes of Transmission Study (MOT) 2013.

14Female Sex Worker Behavioral Sentinel Survey (BSS) 2015.

1sMSM Behavior Surveillance Survey 2018. Previous MSM BSS (2015) estimated prevalence is 4%.
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Table 2.1.1 Government of Rwanda Results

<1 15- 25+ Source, Year
Total 5 524 5 )
Female Male Female Male Female Male
N % N Yo N Y N %o N % N B M Yo
. - . . . ; NISE Census
Total Population 12,663,107 wo | 2,389,239 | 18.4% | 2,406,678 | 1B.6% | 1,346,230 | wg% | vansse | wa® | 217,870 | 22.5% | 2,584,200 | 19.0% L
Projections zoz1
HIV Prevalence (%) 1.8% o.2% o0.2% o0.9% o.6% 41% 3.0% EPPS 2020*
AIDS Deaths (per year) 2,695 166 174 142 141 1076 gab EPPS 2020*
# PLHIV 227,904 5,546 5,550 12,404 7,632 120,460 76,271 EPPS 2020*
Incidence Rate 1000 {Year) 0.42 - - 0.9 0.3 o.b o.5 EPPS 2020"
New Infections /{Year) 5013 23 236 1084 351 1633 1528 EPPS 2020*
NISRE
Annual births 3h2,652 3.0% ) c%‘nsus
Projections zoz1
% of P t Women with at least
° r_rgn:arln e it ot feas 99.2% - - - DHSzms5 Table g.2
one ANC visit
Pregnant women needing ARVs 7739 EPPS 2020"
NISR x DHS 200
Orphans (maternal, paternal, double) 674,556 75,728 75157 26z, 810" 260,861% - Table 2.2
(<15, 1541%
HMIS, 2019 (TB &
Motified TH s (Yo 5 % G 8% B% A% B.g% \ Lg% , %
otifie cases (Year) 5949 100 22 1 229 3 335 5 532 9 1,304 219 3,323 55.9 ORD Division RBC)
HMIS, 201 (TE &
% of TB cases that are HIV infected 1,245 21.0% 1% 1.4% a0 1L6% Females 15+ = 405 (32.5%) Males 15+ =S80z (64.4%) ORD Division RBC)
<15, 15+
% of Males Circumcised NiA NfA 59.2% 38.7% RPHIA 28
Estimated Population Size of MSM* N/ NIA MSM IBSS z2ms
MSM HIV Prevalence 4.0% MSM IBBS zm5
Estimated Population Size of FSW 34 100% FSW PSE zm8
(8,853-23.495)
FSW HIV Prevalence 1,967 45.8% 33.6% 53.9% FSW IBSS zo14/15
Estimated Population Size of PWID -
PWID HIV Prevalence -
Estimated Size of Priority Populations NJA N/A
[specify)
Estimated Size olfPri.ori.ty Populations NJA N/A
Prevalence (specify)

*Estimates based on observations with a denominator <50 from RPHIA are included in parentheses and should be interpreted wittaution.

sValue does not include tests at ANCL1 or labor/delivery (age disaggregation not available)
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Epidemiologic Data HIV Treatment and Viral Suppression HIV T,;E:ri I & a:l'lilml Ygea.:'u ART
Total
HIV Estimated PLHIV Tested | Diagnosed | Initiated on
Population : sed (%) | On ART | ART Coverage -| Community ..
Prevalence |Total PLHIV| diagnosed (%) for HIV | HIV Positive|  ART
Size Estimat # all PLHIV (% VLS (%
ersmate | ) (#) ® ) ) (#) (#)
RPHIA 2o014; . , RPHIA 2015%; NRL
Sourcel(s) NISR 2012 Spectrum 2020; | Spectrum zozo EEFHM 2085 BIELLLE SF:HT‘L:;] 200 zo20; RHMIS 2020;| RHMIS 2020 RHMIS 2020 RHMIS 2020
NISR 2012 pectrum 020 - - DATIM 2020
Total
population 12,663,117 18 227,904 90.9 198,658 872 70.0 3,471,333 17,06 18,579
Population
A 4,758,933 oz 11,135 621 6,914 621 50.0 255,007 797 635
Men 15-
years > 1,269,694 0.5 7,632 (675) 5,497 72.0 (55-9) 568,755 1,256 544
TB:;I‘SIE_LE 3164,780 1.8 56,868 76.6 46,611 82.0 65.7 1,152,446 5,153 5. 767
Men 5o+ 603,467 4.5 27,036 - 24,580 go.9 703 127,310 562 1400
Women 15-
' ¥ - 5 i 3 83, 6z, . t t ,
24 years 1,305,927 L2 12,404 7o.0 10,251 3.0 2.3 493,222 2,364 2,73
Women 15-
> 3,353,960 33 103,085 85.0 90,981 883 78.6 1,287,4781 6,759 9.359
49 years
Women 50+ 781,977 3.8 29,779 - 29,562 993 77-2 137,533 2,325' 1,409
208 FSW PSE; 2m8 | 2m8 M5M PSE &
Sources) MSM PSE & BSS | BSS Kigali; FSW - - - . - ; i ;
BSS 2015
MSM 8.4 . ) - ) ) ) ) ) )
(Kigali City) 4 e
FswW 13,138 45.8 - - - - - - - -

*Estimates based on observations with a denominator <so from RPHIA are included in parentheses and should be interpreted with caution.

Walue does not include tests at ANC1 or labor/delivery (age disaggregation not available)
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Figure 2.13Updated National and PEPFAR Figure 2.1.4 Updated Trend of New

Trend for Individuals currently on Treatmen t Infections and All -Cause Mortality
Among PLHIV
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Figure 2.1.5Progress retaining individuals in lifelong ART in FY19
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Figure 2.1.6 Proportion of clients lost from ART 2018 Q4 to 2019 Q4
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Figure 2.1.7 Epidemiologic Trends and Program Response for  Rwanda
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Figure 2.18 shows the HIV treatment growth by age/sex in order to pinpoint where there are
specific areas of intervention needed to maintain and grow the HIV treatment population.

Figure 2.1.8 Net change in HIV treatment by sex and age bands 2018 Q4 to 2019 Q4
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2.2 NewActivities and Areas of Focus forCOP20, Including Focus on Client Retention

In COP20, PEPFAR will build on the achievement made in previous implementation years to
ensure client centered services. Much focus will be put on patietretention as the program target
to achieve 2nd and 3rd 95 in all populations and location by COP20. Until APR 18 when retention
indicator was phased out, retention of PLHIV on treatment in PEPAFR supported sites had always
been high to 95% compared to 92 nationally. In APR 19, the overall lost to follow up (LTFU) was
0.2% in PEPFAR supported sites and 0.6% nationally. The new TX_ML indicator shows gaps in
retention with a total of 2,270 PLHIV had no clinical contact after 28 days of ART initiation.
Majority of these 1,451 64% were transferred out and 619 (19%) were LTFUP/refused to come back.
Nevertheless, 44% of all lost to follow up returned to treatment in the same reporting period. As

a contribution to reducing national gap to 2nd 95 by COP 20, PEPER targets to initiate up 5,094
new PLHIV on treatment and a cumulative target of 127,581 currently on ART including TX_CURR
TA in COP 20. PEPFAR DSD targets alone account for 50% of all PLHIV on treatment at national
level in FY 21.

Given the PEPFAR comitment to achieve all three 95s, strategies will be implemented targeting

sites with retention and viral load gaps by age, sex and geography. These strategies include;

Introduction of specific group support of mothers/ caregivers/ guardians of non-suppressing

children and young adolescents; Scale up of HIV Adolescent Model, targeted mentorship on

age/sex and timely counselling and disclosure through child/adolescent friendly support groups,

OAEI 1168 ETOI1O0AIATO AT A 1 ET EA giksughort malé-énly OAOOEAAOS
space/corners in clinic that ensures privacy and time, introduction of male champion clients who
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provide tailored adherence and retention support to clients, dedicated non suppressing clinic
days and support groups for men and enhaning a tracking and tracing missed appointments
system for men and conducting quarterly review of retention and PVLS data with IPs to inform
targeted site level mentorship for non-suppressing sites

2.3 Investment Profile

YT &9 Yyh 2xAT AAgudded pridarilp By hieé Sodoksz REPFAR (42%), the

Global Fund (GF) (43%) and the GOR (14%}./ OAOAT 1 AT 11T O AO1 AET ¢ A1 O 2xA
continues to decrease. In FY16, GF allocated $59 million for HIV, down from $100 million

annually in FY13and FY14~ For the 20182020 GF funding cycle, Rwanda has been allocated $154

million for HIV, which represents an average of $51.3 million per year. PEPFAR total funding

(base and central funds) has fluctuated from $78.5 million in FY17 to $80.9 millioin FY18, $76

million in FY 2019 to $70 million in FY 2020, projected investment for FY2021 is $79.9 millias.

While GOR contribution to total HIV expenditures increased from 10% to 13% from FY15 to FYii6

AT A OAT AETAA AO VYér ET &9Yah OEA '/ 280 AOACAO Al 1l
to $21 milliore1in FY18. In December 2019, Global Fund announced a 21% decrease in HIV finding

for the next allocation cycle beginning in July 2021. Anticipéed decreases in GF and PEPFAR

AO01T AET ¢ xEI1T AOAAOA DPAOOEAOI AO AEAIT AT GAO &I O 2xA
2xAT AA6O EAAI OE OUOOAI h AOPAAEAI T U ET I-fgE®d 1T £ |IE
gap.

Total expenditures for FY19do not reflect overall expenditures for the HIV response in Rwanda
AOGA O1 AEAEZAOAT AAO ET 9waECdtAbkr 1, 2MtbSepledbes 30, 20AME ! ' 286800 & 9 Y
FYD was January 1, 2010 December 31, 2@ AT A ' 9va$ Xy K 2@ifo June30, 209)

and expenditure reporting. MOH reports GF and GOR expenditures not by program area as
shown in Table 2.2.1 but by HIV National Strategic Plan (NSP) cost categories: human resources,
technical assistance, training, health products and equipmentmedicines and pharmaceuticals,
procurement and supply management, infrastructure and equipment, communication materials,
monitoring and evaluation, living support to clients, planning and administration, and overhead.
Therefore, examination of expenditures toward the national HIV response in Rwanda by program
area may not represent an accurate account of the proportion of support from PEPFAR, GF, and
GOR for these areas.

0%0&! 2 AT A ' & AOA xolrcdue&inefficiencieri realize ¢ost €avingssecure
additional domestic funding for human resources and other system costs no longer donor funded.

16 PEPFAR 2018 Expenditureeporting; Rwanda HIV Consolidated Operational Plan, 208-2020; National HIV Annual
Report, 20B-20B. Note that various sources with nonraligned time frames are used for the investment profile analysis.
17GOR fiscal year 208/16, July 205 to June 206.

18PEPFARCOP16, COP1TCOP 18COP19%nd COP20 planning levelletters.

19COP16 SDS Table 1.2zdmparedto COP17 SDS Table 2.2.1.

20 Rwanda HIV Annual Report 20152016.

21Rwanda Biomedical Center Corporate Services Division.
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Significant financial barriers to achieving a sustained domestically funded HIV response in the
near future remain.

PEPFAR and GF are coordinating withtGOR to maximize donor investments and strategically
align with domestic and other available resources to achieve epidemic control. The MOH
established a working group, within the Health Sector Working Group (HSWG), to prioritize
areas for collaboration ard develop an implementation road map for health financing reform.
The Ministry of Economics and Financeagreed to the proposal and confirmed its participation.
The co-chairs of the HSWG will ensure follow-through to advance steps on sustainability
planning.

""""" e
largestnon-AT I I T AEOEAO 0%0&! 2 Ei DI AI AT OET ¢ PAOOT A
agreement (CoAg), providing direct services to 98% of PEPFARupported patients on ART.
Furthermore, in COP20,PEPFAR will continue to increase its funding to local and indigenous

organizations in Rwanda, from 73% in COP 2019 to 84% i@OP20,not inclusive of the cost of
doing business.

Table 2.3.1 Annual Investment Profile by Program Area*
Program Area Total Expenditure % PEPFAR % GF gi :3:51;

Clinical care, treatment and support | $76,684,710 45% 43% 12%
:;;a::;:;?l'—based care, treatment, $0,409,490 12% 47% 4%
PMTCT $4,153,080 8% 92% F
HTS $2,266,057 80% 20% -
WVMMC $7.839,258 g2% 8% -
Priority population prevention $1,500,000 80% 12% 8%

AGYW Prevention 8,005,210 go%e 6% 4%
Key population prevention $2,045,003 55% 45% -
ovC $6,748,510 85% 17% 8%
Laboratory $3,113,715 51% 46% 3%
81, Surveys and Surveillance $4,515,671 82% u% 7%
HSS $23, 568,435 2% 63% 34%
Total HAATTO00 51% 36% 13%
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Standard Table 2. 3.2 is required; however, columns should be added to reflect other significant
funders in country.

-

Commodity Category Exp’:zr;i::ure PEP'!?-' AR % GF ("f; :I];i;r % Other
ARVs $16,177,242 56.75% 43.25% o% o%
Rapid test kits $6,181,934 7.5% 92.49% o% 0%
Other drugs* $271,063 67.8% 32.22% o% 0%
Lab reagents $2,134,602 0.0% 100.00% 0% 0%
Condoms $186,042 98.1% 1.85% o% 0%
Viral Load commodities** $5,258,888 70.1% 29.89% o% 0%
VMMC kits*** $82,802 100.0% o.00% 0% 0%
MAT
Other commodities**** $491,604 70.95%

Total $30,784,176 45.41% 54.36% 0.00% 0.00%

*Opportunistic Infections (Ols)

** Viral load &EID reagents and consumables

*** VMMC kits were procured in FY1g funds by both PEPFAR & GFATM
ik GeneXpert cartridges and TPT for HIV/TB coinfected patients

’_

Commodity Category | Total Expenditure | % PEPFAR | % GF | % Host Country | % Other | TBD
ARVs $34,282,645 28.92% 20.14% TBD 50.93%
Rapid test kits $3,290,011 15.86% 84.14% TBD 0.00%
Other drugs* $729,206 31.16% 30.39% TBD 38.45%
Lab reagents $4,635,256 0.00% 67.62% TBD 32.38%
Condoms $674,521 25.28% 0.00% TBD 74.72%
Viral Load commodities** $2,885,340 66.15% 1.20% TBD 32.66%
VMMC kits $2,108,743 52.16% 0.00% TBD 47.84%
MAT TBD
Other commodities*** $4,776,957 18.85% 0.00% TBD 8115%
Total $53,382,679 27.62% 24.47% 47.01%

*Ols r

** \iral load &EID reagents and consumables
*** GeneXpert cartridge and TPT medicines for HIV/TB coinfected patients

Note: The current Global fund grant covers up to December 2020. The total ARV budget needed
is high because of the introduction of TLD90 which suggests an additional 3 months to the
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national need and considering it is also a new product,based on the Government of Rwanda
guidelines, stock in country to cover at minimum 9 months to a maximum of 14 months

Per the Dec 2019 national quantification report, the FY21 HIV program commodities have an

estimated shortfall of 47.91% of the national forecasted needs, see in table 2.3.2 for the selected
category of commodities in the details. In addition, there is alsoa forecasted gap of $1,869,842 for

ready-to-use therapeutics foods (RUF).

Table 2.2.3 Annual USG Non-PEPFAR Funded Investments and Integration
: Total USG | Non-PEPEAR 1 oy | pppraR coP
Funding Resources Co- . _—
Non-PEPFAR . Funded | Co-Funding Objectives
Source Funding IMs | Contribution
Resources PEPFAR IMs
USAID $
3 46,000,000 $34,832,277 USAID non-PEPFAR
Non-HIV 15,642,242 > 53 resources are focused on
USAID MCH, Malaria,
MCH $ 10,000,000 Nutrition, WASH,
family planning and
USM[.) $ 18,000,000 Health Systems
Malaria Strengthening. When
USAID combined with PEPFAR
Family $ 10.000.000 funds, the focus is on
Planni e improving access to
US;:In[l)ng service delivery in
Mutrition, Water, MCH,
Water $ 500,000 FP activities and
USAID commodities
Nutrition 5 3,500,000 availability.
CDC $ To support the Ebola
(Influenza) 315,060 response in Rwanda
Sustaining influenza
CDC surveillance networks
(Global $ and response to
Health 15,959 seasonal pandemic
. influenza by national
Securlty] health authorities
$
Total $ 47,000,000 16,073,261 5 $ 34,832,277

2.4 National Sustainability Profile Update

2019 HIV/AIDS SUSTAINABILITY INDEX AND DASHBOARD: RWANDA

The HIV/AIDS Sustainability Index and Dashboard (SID)

0 %0 &! 2

is a tool completed every two years by
OAAI 6 AT A PAOOT AO OOAEAET T AAOO Ol
landscape and to assist PEPFAR and others in making informed HIV/AIDS investment decisions. Based on

responses to 25 questions, the SID assesses the current state of sustainability of national HIV/AIDS

responses across 15 critical elements. Scores for these elements are displayed on a ectamted dashboard,

together with contextual charts and information. As the SID is completed over time, it will allow
stakeholders to track progress and gaps across these key components of sustainability.
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Light Green Score (7.00-8.49 points)
(approaching sustainability and requires little or no
investment)|

Yellow Score (3.50-6.99 points)
(emerging sustainability and needs some investment)

Rwanda Overview : Rwanda has made significant and remarkable progress in reaching the UNAIDS Fast
Track 90-90-90 Goalsover the last 25 years The Government of Rwanda (GOR) has demonstrated strong
leadership and vision in crafting a national HIV/AIDS strategy and coordinaing the response. However,
Rwanda still remains highly dependent on donors to fund its HIV response, particularly PEPFAR and the
Global Fund. Those donor contributions are declining, which poses a significant risk to the longterm
sustainability of the national HIV program, and to the great successes Rwanda has achieved. The
Government of Rwanda is taking strides to find and treat remaining positives through targeted outreach
and testing models focusing on key and priority populations and key geographiareas, to provide
immediate treatment for PLHIV under the fully implemented Treat All program, to optimize service
delivery models, and to find ways to absorb the costs of administering the national HIV program even
though Rwanda is a low income country.

SID Processd, 4EA £l OOOE I-ld4hg HorkdHopwasddcodensd wihAUMAIDS Rwanda and

organized jointly with GOR and the Ministry of Health (MOH) in September 2019 and was attended by

more than 30 participants from more than 10 organizations waking in the national HIV program.

Participants included representatives from the MOH, Rwanda Biomedical Center (RBC), UNAIDS, WHO, as
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PEPFAR Coadinator and the UNAIDS Country Representative for Rwanda, the participants broke into four

groups around each of the domains and jointly answered the questions and provided source data and notes

for the final 2019 SID. After the daylong meeting, the 2019SID was circulated among participants and

further feedback was incorporated into the final 2019 SID.

Sustainability Strengths:  All 2019 SID domains were identified as sustainable, approaching, or emerging

sustainability with notable strength in the domail O' I OAOT AT AAh , AAAAOOGEEDPh AT A ' A

1 Public Access to Information (8.33, _): This score reduced from 9.00 to 8.33 from SID
3.0 to 2019 SID due clarifications in the reporting schedule. The GOR widely disseminates timely
and reliable information on the implementation of HIV/AIDS policies and programs, including
goals, progress and challenges toward achieving HIV/AIDS targets, as well as fiscal information
(public revenues, budgets, expenditures, etc.) related to HIV/AIDS. Informatim is readily available
on GOR websites. GOR reports internally on a quarterly basis but the reports are made public on
an annual basis (one later than one month following the close of the fiscal year).

1 Quality Management (7.76, _): Because qubity improvement (QI) and quality
management (QM) is integrated in the national health budget and significant improvements in
QI/QM has occurred since SID 2.0, SID 3.0 shows a much stronger quality management system in
Rwanda.

1 Financial/Expenditure Data ( 9.17,): Rwanda maintained the Financial/Expenditure
score from SID 3.0 to 2019 SID. Rwanda continues to provide consistent quality expenditure
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Sustainability Vulnerabilities:

1 Technical and Allocative Effectiveness (5.56, yellow ): Technical and allocative effectiveness
remains a vulnerability to the sustainability of the Rwandan HIV response. There is limited
domestic budget to fund the HIV program, and donor funding, including PEPFAR funding, is
reducing. Both PEPFAR and Global®&T A EAOA ET OAOOAA OOAOOAT GEAITT U EI
and both funding sources are reducing at a significant pace and rate. Nearly 50% of PEPFAR
funding and all GF support are delivered through the government, which demonstrates the high
capacity of the GOR and MOH systems. However, the lack of domestic resources continues to pose
a challenge to the longterm sustainability of the national HIV response when donor funding has

reduced.

1 Epidemiological and Health Data (6.18, yellow ) Epidemiological and health data are collected,
analyzed, and made available to the public in some cases, including size estimates of key
populations, PLHIV, HIV incidence, HIV prevalence, limited data on viral load and AlDSrelated
mortality rates. Surveys and surveillane activities are conducted to measure both general
population and key populations, but the Government provided minimal funding for these activities.

91 Data for Decision -Making Eco -system (6.33, yellow ) The Government of Rwanda has
demonstrated commitment to advancing the use of data to inform government decisions and
cultivate an informed, engaged civil society. The capacity and use of existing and nascent systems
are still in varied stages of development. The main reason that this score is not higher is thiack of
a nationally rolled out unigue identification system in Rwanda, though the system is in
development and is planned for full implementation by September 2020
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Table 2.4.1: Summary oBustainability Index and Dashboard results

—_

Sustainability Analysis for Epidemic Rwanda
Control:

Epidemic Type: Generalized
Income Level: Low income
PEPFAR Categorization: Long-term Strategy
PEPFAR COP 1g Planning Level: £ 74 gng ofif

2017 (SIDY
z2mg (SID 2.0)  3.0) 2019 20321

Governance, Leadership, and
Accountability

1. Planning and Coordination

a. Policies and Governance

3. Civil Society Engagement

4. Private Sector Engagement

5. Public Access to Information
Mational Health System and Service

Delivery
6. Service Delivery G667 6.67 7.0
7. Human Resources for Health _ B.zq B3
8. Commodity Security and Supply Chain 7.30 606 7.36
9. Quality Management 7.38 B.05 B.os
1. Laboratory 7.36 667 722

Strategic Financing and Market

Dpenness
1. Domestic Resource Mobilization 604 B.25 B.25
12. Technical and Allocarive Efficiencies 6.43 5.50 G.56

13. Marker Openness NIA MIA -:

Strategic Information

SUSTAINABILITY DOMAINS and ELEMENTS

14. Epidemiological and Health Data 6.27 . G618
15. Financial/Expenditure Data 7-50

16. Performance Data 7.94 8.1 800
17. Data for Decision-Making Ecosystem MiA MiA 6.33

2.5 Alignment of PEPFAR investments geographically to disease burden

HIV care is widely available, predominantly delivered through the public system network of
District Hospitals and Health Centers. In FY19, 51% of ART pants received treatment in
PEPFARsupported facilities, with the proportion of facilities and patients on ART, as well as HIV
services supported by PEPFAR, varying widely by district and province. In addition to direct
clinical support, PEPFAR funds othe programs, such as OVC as well as key and priority
population prevention services that do not correlate with the proportion of funded clinical
support. PEPFAR expenditures may not reflect overall spending per PLHIV in the province
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because higher proportional expenditures can be due to PEPFAR supporting the majority of
facilities or patients in the province, and lower expenditure per PLHIV may indicate that few or
no facilities are supported by PEPFAR. Therefore, examination of PEPFAR expenditures alone
does not account for the full picture of support for PLHIV in Rwanda.

For estimated ART coverage, the Western province is an outlier, which may be due to cross
border movements. The weighting of the UNAIDS EPP Spectrum estimates to distribute them to
the provinces involves both the population estimates and prevalence for the province.ln
particular, the population estimates will not have taken into account recent migration and,
therefore, may over or underestimate the number of PLHIV in the province, degending on the
direction of the migration. Given the very high rate of urbanization in Rwanda, COP 2018
concentrates additional resources in Kigali province to address its 6.3% prevalence and to fund
the intensive index/family testing and scale-up of prevention activities among key and priority
populations.

Figure 2.5.1PLHIV, Treatment Coverage and Viral Load Coverage (Map)
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2.6 Stakeholder Engagement

As in prior years, COP development is a layered process, with stakeholder involvement in adlspects, including data/epidemiology
analysis programmatic priorities. The GOR/MOH z from the technical working group (TWG) level to the senior leadership level within
MOH (including the Minister, Minister of State and P ermanent Secretary) z plays a key €adership role in COP development.

Civil society, private sector, PEPFAR Implementing Partners (IPs) and other stakeholders provided input for th€ OP20working groups
through participation in a strategic planning retreat held at the U.S. Embassy in Kigéd in January 2020. The meeting engaged
numerous community partners and their constituencies, including UNAIDS, civil society organization (CSO) umbrella groups working

in HIV, the GF Country Coordinating Mechanism (CCM) Secretariat, IP representatives, md GOR/MOH representation. Stakeholder
representatives from GOR/MOH, UNAIDS, the World Health Organization, and Global Fund headquarters in Geneva, Switzerland also
took part in the COP20planning meetings for Group 3, held in Johannesburg, South Africa Mrch 2-6, 2020, and will continue to be
engaged through the COP20planning and implementation process, including having an opportunity to comment on the SDS for COP
2020. Additionally, the PEPFAR Rwanda teams will work with MOH to ensure the Global Fund gplication is in alignment with

PEPFAR initiatives and programming.

¢e81 AT COAPEEA AT A o1 POl AOCET i OOEIl OEOEUAOE
The PEPFAR and MOH teams are focused maintaining epidemic control in Rwanda during COP20. According to results from RPHIA

2019, in Rwanda84% of HIV-positive adults between 1564 years were aware of their HIV/positive status, 98% of those PLHIV were on
ART, and among adults currently on ART, 90% had achieved viral load suppression.

Program performance data suggest that with focused plannmig and resource allocation, increasing the number of PLHIV who are aware
of their status, linked to ART and achieve VLS will be possible in all provinces.

In Rwanda, districts are relatively small geographically, with an average of 844 square kilomete@and a range of 134937 square
kilometers, having an average population of 350,532. Given the small size and intelistrict movement of people within Rwanda, as the
country moved toward saturation, many districts showed ART coverage greater than 100%. Gim the limitations with the accuracy of
the estimations, the district coverage greater than 100%, the small geographic areas and the mobility of the population, f@OP17 the
sub-national unit (SNU) of prioritization for Rwanda was changed to the provincial (between national and district) level. This change
allows a more accurate regional assessment of where additional resources are needed to ensure that all PLHIV have accessRd Aas
well as the flexibility to target hotspots, facilities or other sub-SNU regions where improvements are needed. COP 2018 and 2019
continued with the provincial level as the SNU of prioritization, with programming targeting specific populations based on th eir
presence and risk for HIV. InCOP20,PEPFAR will continue to target resources at the provincial level, focusing on the gaps identified
by RPHIA. Resources will target the identification and linkage of PLHIV to treatment in the East, where gaps were found in dignosis
and viral suppression of PLHIV, particularly among men.

Provincial ART coverage at the end of 2019 was 80% for the East, 94% for Kigali City, 86% for the North, 87% for the Sout@%Bfor the
West and 87% overall. COP20 targets have ART coverage above 95% for the total poputaiti estimated at 92% in the East, 100% in
Kigali City (taking into account patients who travel into Kigali from outside the city), 92% in the North, 95% in the South, and 93% in
the west. Pediatric PLHIV estimations have varied greatly from year to year ithe Spectrum models, and current pediatric ART
coverage is estimated at 59% according to the most recent Spectrum estimates and targeted to reach 68% in COP 2020.

Analysis of ART coverage by age and sex was used to determine where the gaps were greatéstrough this analysis, in combination
with the current understanding of modes of transmission in Rwanda, the city of Kigali was identified as a focus area due tds relatively
high HIV prevalence and its young and growing population, due largely to thefact that Rwanda is one of the fastest urbanizing
countries in the world.22 In addition, owing to results from RPHIA, targets will focus on reaching men in the Eastern province, where
gaps in diagnosis and viral suppression were identified. Allocation ofesources to maximally identify and treat PLHIV in Kigali and the
Eastern province will effectively interrupt transmission at an accelerated pace and is critical to epidemic control in Rwandand
achieving an AIDSfree generation.

Table 3.1 Current Status of ART Saturation

Table 3.1 Current Status of ART saturation

Total PLHIV/% of

e e . # Current on ART (FYig) # of SNU # of SNU COP20
Prioritization Area all PLHIV for [RHMIS 2020] 9 COP1g (FYz0) (FY21)
COPz2o0
Attained 100% 198,658 - 5
Scale-up Saturation - - 5
Scale-up Aggressive - - - -
Sustained - - -

Central Support - - - -
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4. Client Centered Program activities for sustaining epidemic control

4.1Finding the missing and getting them on treatment
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PEPFAR Rwanda identified 7,635 new HIV positives, 47% of the annual target. In FY 20 Quarter 1 (Q1), PEPFAR supported sites
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